was achieved in 8 of 9 patients (88.9%). Two patients had residual moderate trismus.
Introduction

40
Oral cancer represents about 1-3% of all human cancers, and is the 6th most frequent 41 cancer in the world. 1 prognosis of these cases is thought to be recurrence in the parapharyngeal space or the 51 masticator space. 8, [12] [13] [14] Some lymph vessels of the maxilla are known to pass through 52 the parapharyngeal space and flow out into the upper jugular lymph nodes. Therefore,
53
we previously suggested the necessity of en bloc resection of the maxilla and neck 54 through the parapharyngeal space by the transmandibular approach in patients with a 55 tumor that extended to the retromaxillary region. 12, 13 Moreover, the masticator 56 compartment of the infratemporal fossa is an obvious source of local recurrence in 57 maxillary malignant tumors with posterior extension to the infratemporal fossa. 
75
The purpose of our study was to review our patients who underwent a maxillectomy (Table 1) . Staging was performed using clinical data recorded at the time of The technique of en bloc resection of the maxilla and neck through the parapharyngeal 91 space has been previously described. 12, 13, 14 The surgical technique for en bloc resection 92 starts with an incision in the lower lip and mandibular split after dissection of the neck
93
( Fig. 3A and B) , followed by resection of the medial pterygoid and temporalis muscles 94 from the mandible (Fig. 3C) . The inferior alveolar neurovascular bundle is cut off after 95 ligating at the mandibular foramen (Fig. 3D) , followed by resection of the lateral 96 pterygoid muscle from the condyle, and the mandibular ramus is pulled upwards and 97 backwards (Fig. 3E ). The styloid process is cut off at the base, and the stylohyoid, These complications were evaluated 6 months postoperatively.
121
Results
122
Patient characteristics
123
There were 7 men and 3 women, with a median age 61.5 (range, 37 to 82). Among the Postoperative adjuvant radiotherapy of 60 Gy was given in 2 patients.
140
Mean and median overall survival were 56. patients who were clinically as node-negative and were found to be pathologically N0.
168
In this study, the necessity of elective neck dissection was not noted because of the region. 12, 13 In our current cases, only one of 10 cases showed neck failure; however, this 184 patient died of distant metastasis to the lung because of contralateral neck recurrence.
185
We considered that the improvement of regional control in patients with posteriorly 186 invasive maxillary cancer benefited from en bloc resection of the maxilla and cervical 187 lymph nodes through the parapharyngeal space.
188
Some investigators reported that there seemed to be a worse prognosis when the Hence, we considered that en bloc resection of the maxilla and neck using the minimized to a certain extent by performing a coronoidectomy. In our series, however, 3 220 patients had residual moderate trismus, one patient was reconstructed with a pectoralis 221 major myocutaneous flap, and other 2 patients did not undergo reconstruction.
222
Therefore, we concluded that reconstruction using free vascularized flaps such as a 223 radial forearm flap and rectus abdominis flap should be performed whenever possible. 
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